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ABSTRACT OF THE THESIS
Child Sexual Trauma: Testing the Robustness of Browne & Finkelhor's Theory
By
Jose Maurice Ramirez

Master of Arts, Graduate Program in Psychology
Loma Linda University, June 2008
Dr. Faith McClure, Chairperson

Trauma has received great attention in the last three decades and a major societal
issue today is child sexual abuse. Twelve percent of victims of maltreatment every year
are victims of child sexual abuse (CSA). Several studies have suggested that the
prevalence of CSA in women is in the range of 6% to 62% depending on how the data
was collected (e.g., interviews, surveys) and the nature of the population sampled (e.g.,
general population, clinical population). Because of CSA, victims are impacted by the
experience and encounter a change in the way they perceive the world on both the way
they act and react upon it. Some research on the characteristics of CSA and effects in
adult functioning have been identified and targeted for intervention. Among the CSA
literature, Finkelhor & Browne’s (1986) traumagenic theory is one of the most frequently
cited organizing construct for understanding the impact of CSA, yet it has surprisingly
received relatively little actual empirical evaluation. This study examined a conceptual
model based on the Browne and Finkelhor (1986) theory of traumagenic dynamics and
was tested using structural equation modeling. The conceptual model evaluated looked at
CSA and its influence on the four traumagenic factors and their effect on negative
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behavioral outcomes. The conceptual model was not supported by the data. However, a
hypothetical model was gleaned from segments of the model that did load successfully.
Results and implications follow with future directions and limitations of the study.
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Introduction

Overview
Child sexual abuse (CSA) has been a topic of interest for many decades and
studies on children were carried out from as early as the 1920’s (Hamilton, 1929; Landis,
1956; Kinsey, Pomeroy, Martin & Gebhard, 1953). These early studies discussed issues
of marriage, sexual behavior and sexual difficulties among adults but only alluded to the
possibility of sexual occurrence among children. It wasn’t until 1962 that the first major
paper on physical abuse was published. This major work highlighted the issue and left
open the door for further investigation into different types of maltreatment. Child
maltreatment research developed considerably in the past 40 years and it is here where
the study of CSA began to develop and flourish.
Currently, the U.S. Department of Health and Human Services (USDHHS, 2000)
reports that approximately 1 million children in the US were victims of child
maltreatment in 1998. Of these, 12% were victims of child sexual abuse (CSA). Several
studies have suggested that the prevalence of CSA in women is in the range of 6% to
62% while it is 3% to 31 % for men depending on how the data was collected (e.g..
interviews, anonymous surveys) and the nature of the population (whether clinical
population, non-clinical) sampled (Damon & Card, 1992; Finkelhor, 1990; Gorey &
Leslie, 1997; Peters, Wyatt, & Finkelhor, 1986). More recently in 2003, the U.S.
Department of Health and Human Services (USDHHS, 2003), reported that child
protective services (CPS) received approximately 2.9 million referrals for child abuse or
neglect and out of those 2.9 million, 900,000 were found to be substantiated cases of
child abuse or neglect (Children’s Bureau Express, 2003). While this is a high number,
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one must keep in mind that these figures only account for reported cases of abuse and this
number can be estimated to be much higher as many cases of abuse and neglect go
undetected and unreported. In fact, Briere & Elliot (2003) demonstrated this when they
mailed out 1, 442 questionnaires to a geographically stratified, random sample, they
found that 14.2% of men and 32.3% of women reported childhood experiences that
satisfied criteria for sexual abuse. Their study reiterated that abuse was quite common
not only among clinical samples, but also among the general population (Briere & Elliot,
2003).
In recent years child sexual abuse has received a tremendous amount of attention
in the media, the academic arena, and society at large. Epidemiological investigations of
childhood sexual abuse (Finkelhor, 1993; National Center on Child Abuse and Neglect,
1992) and the associated negative sequelae (Beitchman et ah, 1991, 1992; Browne &
Finkelhor, 1986; Kendall-Tacket, Williams, & Finkelhor, 1993) imply that sexual abuse
has become an important public health concern. Having a history of childhood sexual
abuse has been linked to increased risk for long term consequences on the lives of
survivors. These individuals are exposed to cognitive, emotional, psychological and
behavioral difficulties in adulthood. Several of these long-term correlates of childhood
sexual abuse (CSA) have been consistently documented in the literature (Beitchman et
ah, 1992; Browne & Finkelhor, 1986; Polusny & Follette, 1995). Many of these same
individuals are also at risk for a range of addictive and risky behaviors (Herrera &
McCloskey, 2003; McKnight & Loper, 2002, Siegel & Williams, 2003; Swanston et ah,
2003; Trickett Noll, Reiffman, & Putnam, 2001; Widom & Kuhns, 1996; Wright,
Friedrich, Cinq, Mars, Cyr, & McDuff, 2004).
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Purpose of the Study
Although research has helped establish an association between CSA and
difficulties in adulthood, many questions remain unanswered. Perhaps the most intriguing
questions have to do with the mechanisms that connect the two phenomena. How can an
event that happened in childhood sometimes many years ago be related to problems into
adulthood? Since not all adults who experience CSA are affected by the same problems
with the same intensity, how do characteristics of the CSA and the individual factors
modify or mediate the relationship between CSA and problems in adulthood? Direct
study of the causal mechanisms linking CSA with difficulties in adulthood is problematic
and a need for theory driven research is necessary to help advance the mechanisms
behind the connection among these variables. Pioneers (Finkelhor, 1979; Constantine,
1980; DeYoung, 1982; Browne & Finkelhor, 1986) in the area of CSA research, focused
on early effects and discussing the need for a theory and model to help explain and
understand what exactly goes in to the whole aspect of child abuse, both for the victim
and descriptions of the abuser. Past studies have focused on identifying a multiplicity of
psychological and behavioral problems associated with CSA without explaining them in
terms of underlying determinants or developmental etiologies (Liem & Boudewyn,
1999). Also only a few studies have used multivariate analyses to understand the complex
relationship among factors that might contribute to or ameliorate longer-term responses
to CSA. Given that a spectrum of maladaptive behaviors, thoughts and feelings arise
from childhood sexual abuse, there is a pressing need for theory to organize the extant
data.
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Finkelhor and Browne (1985) have risen to this challenge by developing the four
traumagenic dynamics model of the process and effects of sexual abuse. The authors
proposed that four traumagenic dynamics—betrayal, stigmatization, powerlessness, and
traumatic sexualization—" alter a child's cognitive or emotional orientation to the world
and cause trauma by distorting the child's self-concept, world view, or affective
capacities" (p. 531). It is notable that many of the reported correlates of sexual abuse can
be categorized or subsumed under one or more of the traumagenic dynamics. Finkelhor
(1979) has been leading pioneer in the field of CSA and many theorists and researchers
have referenced much of his work. However, while many have attempted to apply his
theory to conceptualize a working model for understanding abuse, few have attempted to
empirically validate his theoretical understanding of what occurs among CSA survivors.
This study aims to evaluate the current information regarding CSA and organizing
the data along Browne & Finkelhor’s theory of traumagenic dynamics. The conceptual
model (see Figure 1) will investigate the influence of CSA on women’s cognitive
processes (traumagenic dynamics) as determinants of specific behavioral outcomes (i.e.,
interpersonal sensitivity, depression, anxiety, addictive behaviors, somatization, and
sexual promiscuity). In this way, this project takes a frequently referenced theoretical
model and applies data to evaluate how robust the model is in the population of college
women sampled.

History of CSA Research
Although child sexual abuse has been studied among children (Hamilton, 1929;
Landis, 1956; Kinsey, Pomeroy, Martin & Gebhard, 1953) as early as the 1920’s, these
early works did not seem to demonstrate the effect which sexual abuse had on the lives of
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a great many children. Prominent figures at that time, such as Sigmund Freud, might have
contributed to the minimal impact these initial studies had on the issue. According to
Freud, the stories of abuse he encountered were mere fantasy, and even among those
psychoanalysts who did accept the phenomenon of abuse of children by adults, the
tendency was to minimize its traumatic impact (Abraham, 1927; Bender & Blau, 1937;
Pilkington & Kremer; 1995).
The resurgence of interest in child abuse arose once again from social scientists as
investigators began to ask women about their sexual experiences, including their early
childhood. Between 1940 and 1965, four surveys addressed the subject of sexual
encounters between female children and adults. The largest and most famous of the
studies, by Alfred Kinsey and his associates in 1953 was based on over 4000 personal
interviews with young, white, predominantly middle-class educated women. A second
study by John Gagnon in 1965 was based on more extensive data from 1200 women in
Kinsey’s original group. A further study by Judson Landis (1956) recorded information
from questionnaires given to approximately 2000 college students, and a fourth study (by
Landis in 1956) surveyed 142 psychiatric patients and 153 “normal” controls. No
significant differences were recorded in the early sexual experiences of these two groups
of women. The results from these four surveys were remarkably consistent. One-fifth to
one-third of all women reported that they had some sort of childhood sexual encounter
with an adult male. These studies may have played a significant role in at least providing
information which was potentially available for public consumption. Flowever, according
to Herman (1981), the wealth of information contained in these interviews remained
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buried in the files of the institute for sex research; the public, in the judgment of these
men, were not ready to hear about incest.
Moving forward into the 1970s and onward, a refocus on the issue of CSA and its
research resurfaced. This may have been due in part to the women’s liberation
movement. In the wake of this movement, topics such as rape, domestic violence and
child abuse suddenly became legitimate and respectable research interests. It was during
this era that one of the leading pioneers in sexual abuse research began studying and
understanding CSA in non-conventional ways. In his book, Finkelhor (1979) studied
adult students from several New England Colleges and Universities in order to discover
the extent of and the meaning attached to sexual relationships remembered from
childhood. From his findings, Finkelhor discovered that 19.2% of women and 8.6% of
the men in the sample remembered experiences in which they had been sexually
victimized as children. Statistics such as these elucidated the prominence and prevalence
of sexual abuse. Even during this time, (the 70’s) he highlighted the potential
underepresentativeness of college student samples and suggested that these statistics
might actually underreport the phenomenon since students were believed to represent
middle-class and psychologically healthy environments where sexual victimization
occurred less often, a belief that today no longer holds true, as there is abuse among
diverse families and economic backgrounds. However, the desire to obtain accurate rates
was an issue of importance even early on. What early studies, such at Finkelhor’s (1979)
early work did, was it brought on descriptors of sexual abuse and lead in the direction of
describing sexual abuse in measurable and observable terms. In this particular study, the
sexual experiences reported involved genital manipulation and sexual exhibition.
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Additionally, during this time, studies debated on perpetrator characteristics and it
was Finkelhor’s (1979) study which confirmed that the abuser was most often a part of
the family, a trusted friend or neighbor, and that sexual abuse most often occurred in the
home of the victim or the offender. In his continued efforts to examine CSA in novel
ways and move beyond the sexual content of the behavior, Finkelhor (1979) began by
proposing that the sex acts with adults involved a power relationship, because as age
differences between the victim and abuser increased, trauma also increased. He explained
this by saying that children responded more to fear of an adult as an abuser than to the
sexual abuse itself. Studies, following, focused on detailing much of what Finkelhor had
discovered in his long-standing study in 1979 (see Copeland, 1988; Herbert, Parent,
Daignault, & Tourigney, 2006; Herbert, Tremblay, Parent, Daignault, & Piche, 2006;
Koehn, 2007; Liem & O’Toole, 1992; Liem, O’Toole, & James, 1996; Liem &
Boudewyn, 1999). In fact, in the past two decades in particular, extensive attention has
been given to evaluating the prevalence and impact of childhood experiences of sexual
abuse (Rind, Bauserman and Tromovitch, 1998) and, to a lesser extent, physical abuse,
physical neglect, and emotional abuse (Malinosky-Rummell and Hansen, 1993).

Prevalence and Incidence Data
Despite the many studies and statistics citing high numbers of prevalence of abuse
among the population, true and accurate numbers of children who are sexually abused are
unlikely to be fully known and understood. The most troubling and difficult part of
ascertaining the prevalence of CSA is that most victims never report their CSA
experience, therefore limiting the most accurate rates possible through research studies.
Prevalence studies in general begin with the premise that because the majority of sexual
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abuse is never reported through official channels, the most valid measure of the range of
the problem will have to come from victim or offender self-reports, thus the myriad of
studies quoting large ranges of prevalence of CSA among different populations. While
many estimates have been made as to how widespread childhood sexual abuse actually is,
no real consensus has ever emerged. One obvious source of variance derives from the
different samples which have been used. To summarize, the samples fall conveniently
into one of three categories (i) probability and non-probability samples of the general
population; (ii) college student samples, and (iii) clinical inpatient and outpatient
samples. Few estimates have been based on representative samples of the population as a
whole for very practical reasons. These are summarized by Nash and West (1985), who
recognize the highly sensitive nature of research in this area and the ethical problems
associated with asking children directly about sexually abusive experiences.
This trend of increasing prevalence rates continues into the most current literature.
As new ways are obtained at getting a more accurate picture, CSA prevalence rates are
becoming more and more elevated. An attempt at obtaining a more representative sample
has only increased the prevalence rates and has created a situation in which focusing on
the issue is essential. Therefore, despite lack of agreement in ways of measuring
prevalence, and obtaining statistical rates, CSA is prevalent and rampant in society.
When focusing on CSA, studies must look into how sexual abuse is defined,
categorized, and reported, including the characteristics of both victim and abusers and
how these affect later development. The trend currently has been to define different types
of maltreatment and look at their individual and cumulative effect on those who
experience abuse as a child. Higgins and Higgins and McCabe (2000) encourage looking
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at the severity of maltreatment instead of only the type and to eventually work towards
assessing risk potentials and the development of a theoretical framework that will further
our understanding of abuse and its impact. Theoretically, sexual abuse merits some
investigation individually as it tends to have unique deleterious effects on adults abused
as children. Looking at what theory has been used as an organizing framework for the
information that has already been found in previous studies, thus is logical step. That is,
clinical experience and previous research suggests that the dynamics theorized by
Browne and Finkelhor (1986) are relevant for CSA survivors and that many victims
experience aspects of the symptoms Browne and Finkelhor (1986) describe. It seems
important that this theoretical model be systematically evaluated so that several elements
of the model are combined and the anticipated emotional and behavioral outcomes
assessed. Completion of this will further our grasp of how this trauma is processed and
experienced. This will provide an avenue for organizing the current research and more
specifically lead to individualized treatment plans that would help improve the quality of
life for victims of CSA.
A significant effect from the increased awareness of CSA has resulted in a flurry
of research activity aimed at estimating the scope of the problem. Studies carried out thus
far on the issue have spurred much information focusing on defining CSA, discovering
characteristics of the victim as well as the perpetrator, and discovering negative effects
related to functioning with CSA into adulthood. The literature has also looked at different
ways of ameliorating the negative effects and also looking into protective factors for
those that manage to survive the abuse and appear minimally affected. The expansive
research currently in the field has already provided useful information as well as led to a
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place where moving forward requires greater consensus among the literature and a
unifying process among all of the bits and pieces of information on these very important
and diverse aspects of CSA. To date, there are a myriad of studies that differ on its
definition, negative effects, and the use of an encompassing model or theory to further the
study of CSA.
Like physical abuse, where, personal experience and economic issues (Morrison,
Johnson, & Clasen; 1985) and varying opinions about the usefulness and danger of
corporal punishment may cloud the definition, defining what acts constitute child sexual
abuse is also debated. In most early studies, no definition was specified (Hamilton, 1929;
Landis, 1956; Walters, 1975). In studies where definitions were offered, the range of
behaviors and experiences which are encompassed by those definitions varies
considerably. Some researchers restricted their attention to contact abuse, ranging from
fondling to oral, and/or vaginal intercourse (Russell, 1983), while others extended their
definition to include non-contact abuse, for example and invitation to do something
sexual (Wyatt, 1985; Baker and Duncan, 1985) and exposure to obscene phone calls and
harassment (Di Vasto, Kaufman, Rosner, Jackson, Christy et ah, 1984). Depending on the
study, abuse was defined as any activity with a child before the age of legal consent that
was for the sexual gratification of an adult or a substantially older child. These activities
included one or more of the following: oral-genital, genital-genital, genital-rectal, handgenital, hand-rectal, or hand-breast contact; exposure of sexual anatomy; forced viewing
of sexual anatomy and showing pornography to a child or using a child in the production
of pornography. In his study of sexual abuse effects, Briere (1992) tackled this issue
looking at the limitations of this research and suggesting new ways at studying and
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refining the area of sexual abuse studies. Within his line of study, child sexual abuse
consisted of two overlapping types of interaction, 1) forced or coerced sexual behavior
imposed on a child, and 2) sexual activity between a child and a much older person
whether or not obvious coercion was involved (5 yr difference defined the “older”
person).
A broad definition of sexual abuse can be seen as the engaging of a child in sexual
activities that the child cannot comprehend, for which the child is developmentally
unprepared and cannot give informed consent, and/or that violate the social and legal
taboos of society. The sexual activities may include all forms of oral genital, genital, or
anal contact by or to the child, or non-touching abuses, such as exhibitionism, voyeurism,
or using the child in the production of pornography. From all previous research studies on
CSA, sexual abuse includes a spectrum of activities ranging from violent rape to a gentle
seduction. For the purpose of this study, CSA will be defined based on Finkelhor’s
(1979) study on childhood experiences and will focus on different types of sexual
behaviors ranging from an invitation to do something sexual (least severe) to actual
intercourse (severe).

Impact CSA in Adult Functioning
In recent years, an extensive body of literature has been accumulated
documenting the adverse impact of CSA on the emotional, social, and academic
adjustment of CSA survivors (Ackerman, Newton, McPherson, Jones, & Dykman, 1998;
Beitchman, Zucker, Hood, DaCosta, & Akman, 1992; Codings, 1995; DeYoung, 1982;
Kendall-Tackett, Williams, and Finkelhor, 1993; Jumper, 1995; Meyerson, Long,
Miranda, & Marx, 2002; Orr and Downes, 1985; and Whiffen & Macintosh, 2005).
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Several researchers have been focusing their efforts on reviewing and synthesizing this
extensive body of literature and have provided reports that enhance the understanding of
the negative outcomes for children who have experienced sexual abuse.
CSA and Emotional Impact. The reported number of emotional outcomes
associated with childhood sexual abuse (CSA) has been increasing over the years and
there is now an abundance of empirical evidence to support the prevalence of these
outcomes. It is well known that victims of child sexual abuse are highly impacted
emotionally through depression, anxiety, fear, phobias, anger, aggression, and post
traumatic stress responses. These victims have also been shown to be at risk for other
types of adult emotional distress, including symptoms of dissociation, feelings of
isolation and stigma, poor self-esteem, and tendency to revictimization (see Alexander,
Anderson, Brand, Schaeffer, Grelling, & Kretz, 1998; Anderson, Bach, and Griffith,
1981; Bagley & Ramsey, 1985; Brayden, Deitrich-MacLean, Dietrich, Sherrod, &
Altemeier, 1995; Briere & Runtz, 1985; Briere & Runtz, 1988; Brooks, 1984; Copeland,
1988; DeFrancis, 1969; Herman, 1981; Jumper, 1995; Meiselman, 1978; Neumann,
Houskamp, Pollock & Briere, 1996; Peters, 1984; Tufts, 1984).
CSA & Behavioral Impact. Youth and adults with a history of childhood sexual
abuse (CSA) are at risk for a range of antisocial outcomes, including aggressive,
delinquent, and criminal behaviors (Herrera & McCloskey, 2003; McKnight & Loper,
2002, Siegel & Williams, 2003; Swanston et al., 2003; Trickett Noll, Reiffman, &
Putnam, 2001; Widom 1989; Widom & Kuhns, 1996; Wright, Friedrich, Cinq-Mars, Cyr,
& McDuff, 2004). In a recent review of the literature, Tyler, (2002) and others included
promiscuity, substance abuse, gang involvement, running away from home, pregnancy
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and self-destructive acts and behavior problems, such as lying, stealing, having early
marriages in their adolescent years and underachievement as additional consequences
(see also Anderson, Bach, and Griffith, 1981; Beitchman, Zucker, Hood, DaCosta, and
Akman, 1992; Herman, 1981; Kendall-Tackett, Williams, and Finkelhor, 1993;
Neumann, Houskamp, Pollock, and Briere, 1996; Sedney & Brooks, 1984; Valente,
2005).
Studies have also confirmed that children who are sexually abused report higher
involvement in sexual relations, open masturbation, excessive sexual curiosity, and
frequent exposure of the genitals (Loeb, Williams, Carmona, Rivkin, Wyatt, Chin, &
O’Brien, 2003; Meston, Heiman, & Trapnell, 1999; Price, 2004).
Not only are CSA victims prone to illicit external negative behaviors, but they are
also prone to a list of internal and detrimental self-injurious behaviors such as
compulsions, dissociation, self-mutilation, a high incidence of suicidal ideation and
suicidal attempts (Briere & Runtz, 1986, 1987; Edwall et, al, 1989; Harrison, Lumry &
Claypatch, 1984; Herman, 1981; McLaren & Brown, 1989; Rimsza et al, 1988;
Stepakoff, 1998). With consequences like these, it is apparent that examination of the
issue is warranted and research pointing towards interventions should be provided to help
remedy the situation.
CSA & Physical Impact. During the past decade, researchers have also shown an
increased interest in the association between childhood abuse and physical symptoms.
According to Lava and Sonino (2000), it is possible that early traumatic life events may
render a vulnerability to subsequent stress leading to symptom development through
neuroendocrine mechanisms. Victims of child sexual abuse have commonly reported
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psychosocial sequelae such as sleep disturbances and changes in eating habits (Anderson,
Bach, and Griffith, 1981; Briere & Conte, 1993; Molnar, Buka, & Kessler, 2001;
Schwartz & Gray, 1996). CSA survivors have also been shown to report a higher level of
psychosomatic symptoms and medical complaints such as back pain, pelvic pain,
gastrointestinal disorders, frequent headaches, chest pain, and shortness of breadth
(Cunningham, Pearce, & Pearce, 1988; DeYoung, 1982; Hulme, 2000, Jumper, 1995,
Lechner, Vogel, Garcia-Shelton, Leichter, & Steibel, 1993; Leserman, Drossman,
Toomey, Nachman, & Glogau, 1996; Linton, 1997; McCauley et, al., 1997; Moeller,
Bachmann & Moeller, 1993; Neumann, Houskamp, Pollock, & Briere, 1996; Salmon &
Calderbank, 1996; Springs & Friedrich, 1992; Walker et al., 1999). Abused victims also
report more hospitalizations for illnesses, a greater number of physical and psychological
problems and lower ratings of their overall health (Filipas & Ullman, 2006). Many
victims may also experience sexual maladjustment in later life in areas of sexual
dysphoria, sexual dysfunction, impaired sexual self esteem, and avoidance of or
abstention from sexual activity (Loeb, Williams, Carmona, Rivkin, Wyatt, Chin, &
Asuan-O’Brien, 2002; Wyatt, 1991).
CSA & Cognitive Impact. It is known that trauma can halt or delay aspects of
cognitive development and seriously affect interpersonal relationships (Van der Kolk,
1996). When a trauma occurs (e.g., CSA), it destroys the ability to identify and articulate
one’s emotional states making it more difficult for the individual to make decisions about
behavior. Identifying, describing, and consciously using one’s emotional responses is
particularly difficult for trauma survivors when they tend to dissociate from their
emotions in order to cope with the stress of their experiences (van der Kolk, 1996). More
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specifically, researchers have described a connection between cognitive development and
a victim’s responses to childhood sexual abuse (Baker, 1993; Featherman, 1989; Gelinas,
1983; Janoff-Bulman, 1992; van der Kolk, 1996). The wide range of serious long and
short term consequences of child sexual abuse, and the need to prevent reactive abuse
(abuse of other children by a victim of abuse), is one reason why all children who are
suspected of being sexually abused should be referred for psychological assessment and
treatment. It has been well documented that sexual abuse in childhood can disable one’s
self-esteem, self-concept, relationships, and ability to trust. It can also leave
psychological trauma that comprises a person’s confidence in adults. Guilt and shame are
also commonly observed, and tends to be displayed behaviorally through depression
following the abuse (Anderson, Bach, and Griffith, 1981; Jumper, 1995). There are a
variety of diagnoses associated with CSA, pervading all axes of the Diagnostic and
Statistical Manual of Mental Disorders, (DSM-IV; American Psychiatric Association,
1994), thus illustrating the global impact that it can have on life functioning and many of
these diagnosable behavioral symptoms may stem from the many irrational cognitions
that have been noted among clinical and non-clinical samples, such as obsessions and
compulsions, dissociation, and somatization (DeFrancis, 1969; Kendall-Tackett,
Williams, and Finkelhor, 1993; Neumann, Houskamp, Pollock, and Briere, 1996; Orr and
Downes, 1985). Studies on CSA victims have also shown that they commonly attribute
the CSA trauma to themselves and develop a sense of victimization and having an
“unjust” world attribution (Bulman & Wortman, 1977; Lemer, 1965, 1971; Lemer &
Mathews, 1967; Lemer & Simmons, 1966). Trust in their own worthiness is also greatly
compromised.
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Victims of CSA have also been shown to develop unique coping strategies. In
particular, adolescents with a history of CSA report more avoidant coping strategies than
the adolescents who report other types of stressful events (Bal, Crombez, Van Oost, &
Debourdeaudhuij, 2003; Spaccarelli, 1997). In a study focusing on specific types of
coping strategies among CSA victims, CSA victims engage in more confrontive, emotive,
and palliative coping styles (Rew, Esparza, & Sands, 1991). These coping strategies may
appear to be victims’ efforts at managing their newly established perceptions of
powerlessness, stigmatization, and sense of betrayal (Merrill, Thomsen, Sinclair, Gold,
and Milner, 2001). How a CSA victim copes with the CSA experiences provides
information as to how they have cognitively conceptualized both the abuse and future
interrelationships with others. This in turn may provide information as to how they
behaviorally react to a newly perceived environment based on experiencing a sense of
powerlessness, betrayal, and stigmatization from their CSA experience.
Based on the vast amounts of studies reported one can conclude that CSA victims
suffer from a myriad of difficulties along all aspects of well being. They begin with initial
effects following the abuse and continue to have long-term effects along areas of
emotional, physical, and psychological facets of well-being. Studies have made it clear
that the negative effects far outweigh any argument that CSA victims may adapt and
continue to have successful and fulfilled lives.
Although there is a percentage of abuse victims that appear to be spared from
developing the full severity of these symptoms (Rind & Tromovitch, 1997; Rind,
Tromovitch, & Bauserman, 1998), a large portion of these people do suffer and continue
to have difficulty into adulthood. It may be possible that those that don’t exhibit severe
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emotional symptoms may express their emotional symptoms through diverse behavioral
manifestations, such as substance use or other behavioral acting out or may show
symptoms at a later stage in life. What seems to be clear is that a victim of CSA is
permanently changed and may develop different perceptions to their environment due to
the experience. How these cognitive perceptions are expressed behaviorally determine
whether these victims appear maladjusted or not. What is not known is how all of these
factors come together to form the prototype of a CSA victim and point to relevant
interventions that would help one improve their quality of life along internalized and
externalized factors. Organizing the many study results in a logical and systematic way is
essential to make use of what has already been studied and discovered. For example, fear
and negative self-esteem may come about from a victim’s sense of believing that they are
powerless in their environment. Anger and hostility may result from their developed
perception of feeling betrayed, while their feelings of guilt and shame may come about
from the perception that they are now permanently stigmatized in their world.

CSA and Factors that Impact Severity
Like other forms of maltreatment, CSA is multifaceted with unique characteristics
that merit individual focus in order to fully understand and conceptualize a working
model of what may be occurring among victims of CSA following the trauma and later
functioning into adulthood. When defining CSA, certain factors or characteristics become
salient and impact the severity the individual experiences from a history of CSA. These
same factors are related to a victim’s situation, progress and future outcomes. For
example, severity of abuse, including the nature (e.g., coitus) and duration of the abuse
has been linked in several studies to adjustment outcomes. These studies suggest that
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severe abuse (such as use of force) yields the most negative outcomes (Beitchman et ah,
1992; Conte and Schuerman, 1987; Groth, 1978; Wolfe, Gentile, and Wolfe, 1989).
However, the findings on severity of CSA are, unfortunately, clouded because as
mentioned previously researchers use different definitions and methods of calculating
severity and defining CSA. The type of sexual act has also been noted in the literature
with many reporting that higher trauma tends to be associated with penetration when
compared to fondling and other types of inappropriate touching between offender and
victim. Implications from these findings are that CSA can be viewed in severity terms
where penetration may be defined as the most severe and exposing children to
inappropriate visual sexual stimuli may be seen as least severe.
Other characteristics such as force and aggression have also been linked to high
trauma and increased hostility and aggression in children of sexual abuse. The sex
offender also tends to be more often male, and male perpetrators experiences tend to be
rated as being much more traumatic than those with female perpetrators (McCloskey &
Raphael, 2005; Steel, Sana, Hammond, Whipple, Cross, 2004). In adolescent and adult
perpetrator studies that have looked at whether age of the perpetrator mattered, some of
these studies found that adults reported more trauma when the perpetrator was older;
which may be due to the possibility that age and power are confounded and that this may
impact the degree of trauma the victim experiences. When evaluating the duration or
frequency of abuse, it has been acknowledged that the longer an experience, the more
traumatic it is perceived, however, many studies seem to have mixed results on this issue
as well (Hyman & Williams; 2001; McCloskey & Raphael, 2005; Steel, Sana, Hammond,
Whipple, Cross, 2004). Of nine studies reviewed in Browne & Finkelhor’s (1986) article,
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only four found duration associated with greater trauma while the other five even
observed the opposite. Again, the issue of disentangling the various aspects of the abuse
characteristics—one violent episode might have more traumatic impact than multiple
nonviolent episodes. As each noted, this issue is complex and warrants further study.
Scholars have also been interested in understanding how the child’s
developmental level or age at the time of abuse might impact CSA outcomes. Some
studies (Hazzard, et al., 1995; Wolfe et al., 1989) suggest that younger children are more
susceptible to the negative effects of CSA. Others (Paradise, Rose, Sleeper, and
Nathanson, 1994), on the other hand, report that older children tend to display more
severely persistent negative outcomes. A closer examination of the data, however,
suggests that the nature of the outcome evaluated explains, in part, these seeming
discrepancies. Morrow and Sorell (1989), for example, reported that younger children
tended to exhibit more negative self-esteem effects while older children were more likely
to exhibit negative behavior. These differences make sense developmentally, and
highlight the importance of using multiple outcome measures. In their review of the
literature, Kendall-Tackett et al. (1993) noted that different CSA sequelae are to be
expected depending on the age or developmental phase at which the child was abused.
Thus, while the suggestion regarding age of onset, is that younger children maybe more
vulnerable to trauma because of their impressionability, the findings from studies have
not been consistent on this issue. In fact, after close attention to the methodologies of
many of these studies, it seems that how the problems or negative outcomes are measured
may be what provides the limited amount of negative effects from CSA. The outcomes
may vary (i.e., emotional, behavioral, and so on) depending on the child’s age. For
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example, it is possible that younger children may be more susceptible to experience a
higher level of trauma from the CSA experience because their ability to “escape” may be
more limited.
Similar to issues regarding definition and prevalence of CSA, the data examining
predictors of outcome in CSA survivors have yielded mixed results. For example, while
many studies indicate that being abused by family members (intra-familial abuse),
especially fathers, has a greater negative impact than being abused by non-family
members (extra-familial abuse) (Banyard, Williams, Siegel, and West, 2002; GomesSchwartz, Horowitz, and Candarelli, 1990), some researchers do not find this relationship
(Mannarino, Cohen, and Moore-Notily, 1991). Studies focusing on the victim’s
relationship to the offender have also had some inconsistent findings among studies
reviewed. However, what seemed to be more salient was that greater trauma from
experiences involving fathers or father figures compared with all other types of
perpetrators (Cyr, Wright, McDuff, & Perron, 2002). This suggests that abuse by a father
or stepfather tended to be more traumatic for victims than abuse occurring either inside or
outside the family. The meaning of this is not clear since it may convey lack of family
cohesion or other issues in these families. These findings speak to the complexity of this
issue because while there might be a greater sense of betrayal when abused by a family
member, characteristics of the abuse itself (such as use of force) may interact to influence
the outcomes. To cite an example, Bennett, Hughes, and Luke (2000) found more distress
in women who had experienced severe extra-familial abuse, leading these researchers to
conclude that the use of force was a significant contributor to the outcome.
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It has been theorized that children that don’t report the abuse tend to suffer more
trauma, however, mixed results were also found among the literature reviewed (Brown &
Garrison, 1990; Herbert, Parent, Daignault, & Tourigny, 2006). Few empirical studies
have been conducted in this area but research suggests that few victims tell anyone about
child sexual abuse as children, and that the type of reactions to disclosure vary according
to when disclosure occurs (childhood or adulthood), the extent and nature of the
disclosure, and the person to whom one discloses. Clear evidence shows that negative
social reactions are harmful to survivors' well-being, (Barker-Collo, & Read, 2003;
Bonanno, Noll, Putnam, O’Neil, & Tricket, 2003; Brayden, Deitrich-MacLean, Dietrich,
Sherrod, & Altemeier, 1995) but better assessment of specific reactions and their effects
are needed in theoretically-based studies to evaluate how these responses affect survivors'
recovery in the context of other variables. Although minimally studied, the institutional
response regarding CSA, has found that children removed from the home experienced
more overall behavior problems, particularly aggression, than children who remained
with their family, but this might be confounded by parental negative reactions and other
factors of home environment prior to removal of the home (Breno & Galupo, 2007;
Mermen, 1993). Nevertheless, reviews of this data suggest that abuse characteristics
account for only relatively small amounts of the variance in CSA sequelae (Spaccarelli,
1994).
All of the above characteristics (e.g., type of sexual act, use of force, duration of
the abuse, sex offender, child’s age at time of abuse, intra-familial abuse vs. extrafamilial,
non-reporting, and institutional responses to CSA) have been seen by some researchers as
important contributors to how CSA affects its victims. In fact, early researchers focused

22
on these particular variables individually and collectively. Study after study aimed at
looking at the impact each of these factors had on CSA and how in turn affected later
functioning. The difficulty with many of these studies was that results have been mixed
and no clear direction has been given for any of these characteristics when looking at
each of them individually. What is clear is that all of these variables play a part in
contributing to the severity of CSA and looking at them individually seems futile. In fact,
not only have they not really found clear results, but the variance each accounts for in
statistical analyses have been so small that alone they are insufficient to explain what
may be going on among those who experience CSA. A better way would be to
investigate the issue of contributing factors as a whole to operationally define CSA and
see how as a factor CSA is predictive of other outcomes. Looking at these characteristics
as a whole in combination with increased severity may be a more practical way of
measuring CSA severity.

Browne & Finkelhor’s Theory of Child Sexual Abuse
Theory construction enables researchers and therapist to identify the important
clinical phenomena evident in the sexual abuse. Clarification of the possible underlying
causes can help therapists to design appropriate treatment programmes to modify their
effects and thereby reduce the negative effects experienced by the victims. Intervening in
the absence of even a general understanding of the likely causes of child sexual abuse
may result in ineffective therapy. Therefore, it is arguable that an important research and
clinical goal is to construct, critique, and refine etiological theories of child sexual abuse.
In recent years a number of multifactorial theories of child sexual abuse have been
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developed to account for this serious social problem. The most influential is the Browne
and Finkelhor (1986) theory of traumagenic dynamics.
In an attempt to encapsulate many of the characteristics and consequences found
among children of sexual abuse, Browne and Finkelhor (1985) conceptualized a model in
which these characteristics can be analyzed in terms of four traumagenic dynamics—
traumatic sexualization, betrayal, powerlessness and stigmatization of the impact of
sexual abuse. According to their model, these traumagenic dynamics are generalized
dynamics and could apply to other kinds of trauma. However, the conjunction of these
four dynamics in one set of circumstances is what makes the trauma of sexual abuse
unique. The model can be used in clinical work, treatment, and research. Research has
focused on applying this model towards developing measures to better assess clients with
a history of sexual abuse. However, little research has focused on applying this model to
special populations such as college students. Therefore, the purpose of this study is to
explore the applicability of Brown & Finkelhor’s theory to a student population and
evaluate these dynamics and their manifestations in this population.
Finkelhor’s (1985, 1990, and 1994) theoretical model of traumagenic dynamics of
sexual abuse describes 4 traumagenic dynamics present in adult females who have been
sexually abused as children. Traumagenic dynamics are beliefs and ideas about the world
that result from past experiences of sexual abuse and guide current emotions and
behaviors. The model suggests that the four specific adult personality dynamics of
powerlessness, traumatic sexualization, stigmatization and betrayal are related to
historical events of childhood sexual abuse and the levels of traumagenic dynamics
present in the adult survivor are determinants of the level of adult functioning.
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In 1985, David Finkelhor and Angel Browne published the traumagenic dynamics
model for child sexual abuse. This model described a variety of different dynamics that
can account for the various symptoms related to child sexual victimization. The dynamics
are now discussed. Traumatic sexualization “refers to the conditions in sexual abuse
under which a child’s sexuality is shaped in developmentally inappropriate and
interpersonally dysfunctional ways” (Finkelhor, 1988, p. 69; Tharinger, 1990). In the
betrayal dynamic, “children discover that someone on who they were vitally dependent
has caused them or wishes to cause them harm” (Finkelhor, 1988, p. 70). Children may
also feel betrayed by non-offending family members. Betrayal may occur when they
realize that their others or other important persons were unable or unwilling to protect
them. Stigmatization involves the communication to the child victim of negative
messages about having been abused. These messages tend to label the child as “spoiled,”
“tarnished,” or “queer,” especially if the victim is male. Victims also feel “different”
from their peers because they may have a secret life full of undisclosed experiences. They
feel stigmatized because of the way in which people react to them. According to the
dynamics of powerlessness, “children feel that they are not in control of their bodies and
lives”. Their will, wishes, and sense of self-efficacy are repeatedly overruled and
frustrated (Finkelhor, 1988, p.71). Their well-being as well as their lives are threatened
by being victims of child sexual abuse. These dynamics are cited widely in research that
examines long-term effects of child sexual abuse (Wyatt & Powell, 1988).
In connecting these four traumagenic factors with cognitive appraisals developed
due to trauma, Bulman’s (1989) article looked at the psychological effects of a traumatic
event for people. Bulman (1989) believed that people usually operate on the basis of
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unchallenged, unquestioned assumptions about their world. However, when a traumatic
event occurs in their life, such as CSA, they experience symptoms of anxiety, confusion,
helplessness and depression, and in some cases PTSD symptoms. Their psychological
reaction to the traumatic event is to focus on people’s basic assumptions about the world
and the impact of the stressful life events on these assumptions. This is important because
the assumption is that when things are going well, we form assumptions or schemas of
the world that help organize and categorize our environment. These schemas are so
essential that we try to hold on to them at all costs to simplify our lives, even when we
have evidence against it. Later work focused on assumptions, where Bulman (1989) saw
that the single most common response to negative life events was an intense feeling of
vulnerability, which is extremely the opposite of the safety and almost invincibility we
feel when we don’t encounter negative life events. Bulman (1989) formed her model of
basic assumptions of which the primary categories are: perceived benevolence of the
world, meaningfulness of the world, and worthiness of self. When there is a perceived
benevolence of the world it is the extent to which people view the world positively or
negatively, the benevolence of impersonal world, the more benevolent the world, then it
is a good place and misfortune is uncommon. Having a benevolence of people means that
the more benevolent, the more one believes that people are basically kind, helpful and
caring. Children and adults with a history of CSA have had their assumptions of the
world negatively impacted so that their trust in the world and people as benevolent is
diminished.
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Purpose, Direction and Formation of an Encompassing Model
According to all of the above research cited and reported, CSA is a vast problem
affecting many without regard to class, race, and society. CSA has had devastating effects
on the victim, family and perpetrators alike. How an individual interacts and reacts to the
world around them has been found to be dramatically affected regardless of whether the
CSA victim displays psychiatric symptoms or an apparent resilience to the entire incident
of CSA.
It has been shown that whereas no single variable can, on its own, account for
individual variation in symptom development, an empirically tested model can help our
understanding of the complex interaction between abuse-related factors, interactions with
others (e.g. interpersonal sensitivity), and individual factors (e.g. attributions, emotionfocused coping) as mediators and moderators of the outcomes observed in CSA
survivors. The implications of increased understanding of the complex interaction of
these factors in understanding behavioral symptom presentations will lead in the
formulation of treatment plans and interventions applicable to victims of child sexual
abuse.
Finkelhor’s model is an ideal way of pulling together all past and present research
and organizing it in a way that may shed some light into how CSA survivors view the
world and what areas are still of difficulty, even if they display an apparent resilience to
the traumatic childhood past. Childhood sexual abuse (CSA) has been linked to adult
mental health problems and indicators of severity of psychiatric illness. There exist large,
unexplained individual differences in the presentation of mental health problems
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following CSA. Making use of complex statistical methodologies may allow researchers
to examine more complex models of response to CSA and its impact on mental health.
As it has been previously shown and supported, CSA is a traumatic event that
leads to a permanent change in cognitive perceptions regarding the world. Victims of
CSA cope and manage their traumatic histories in different ways. Some develop mental,
physical, emotional and spiritual difficulties which prevent them from functioning in
these particular areas. Others appear resilient and thrive in many aspects of their lives
despite their apparent CSA history. However, their cognitive perceptions too have
changed and in order to cope and manage in their world, behavioral manifestations arise
in order to meet the coping need and maintain an appropriate level of functioning.
According to Finkelhor and Browne (1985) these cognitive perceptions of handling their
world are traumagenic dynamics (stigmatization, betrayal, powerlessness, and traumatic
sexualization). These dynamics in turn provide a way of viewing the world and require
behavioral manifestations in order to maintain the person at a homeostatic level.
However, in their effort to cope and manage with their history, some areas of functioning
may be compromised and cause later difficulties in functioning.
In summary, Browne and Finkelhor’s (1985) Traumagenic dynamics focus on
four processes (Betrayal, Stigmatization, Powerlessness, and Traumagenic Sexualization)
that organize how CSA survivors see the world, themselves, and others. Each of these
processes will be briefly restated and the measures used to tap them identified. Then, the
expected CSA emotional and behavioral outcomes expected based on this theory will be
outlined in the hypotheses. As previously noted, betrayal is the sense that someone on
whom you depended wished you harm or failed to protect your or failed to come through
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for you when you needed them to. In this study, this construct will be measured by
assessing how “benevolent” survivors see others to be and the extent to which they can
enter into “positive relationships with others”. With regard to stigmatization, this
construct taps into CSA survivors’ shame about themselves and will be assessed using
measures of self-worth and self-acceptance. The powerlessness construct refers to the
extent to which CSA survivors felt a lack of control over what happened to them and will
be assessed by measures that tap into a sense of autonomy, luck, justice, and mastery of
life events. Finally traumatic sexualization refers to the extent to which sexuality was
developed in appropriate ways and will be assessed by the CSA survivors’ engagement in
sexually inappropriate behaviors. Outcomes for these dynamics will be exhibited in
emotional and behavioral ways that included interpersonal sensitivity, anxiety,
depression, addictive behaviors, and somatization.
Therefore the purpose of this study is to explore the applicability of Browne &
Finkelhor’s theory to a student population. This theory will be tested using a structural
equation model in an effort to empirically validate it and evaluate how robust it is.
Hypothesis 1. Childhood Sexual Abuse (none, low, moderate, high) will predict a
sense of betrayal (positive relationships & benevolence of people), stigmatization
(negative self-worth & self-acceptance) a sense of powerlessness (lack of autonomy,
environmental mastery, luck and justice) and traumatic sexualization (sexual
promiscuity) among the individuals.
Hypothesis 2. Endorsing a history of CSA will lead to a sense of betrayal among
the individual through less positive relationships and a benevolence of people leading to
interpersonal sensitivity in current relationships.

29
Hypothesis 3. Participants endorsing a history of child sexual abuse will report a
sense of stigmatization through endorsing items related to negative self-acceptance and
negative self-worth which will increase the likelihood of displaying a higher level of
anxiety.
Hypothesis 4. Females with a history of child sexual abuse will likely report a
sense of powerlessness (autonomy, luck, justice, environmental mastery) leading to a
higher likelihood of symptoms of depression. Should the individual experience events in
her life as distributed in a random fashion where they have no control (randomness),
believe that they are unlucky (luck), and believe that outcomes are not distributed in a
just and fair manner (justice) the traumagenic dynamic of Powerlessness (Autonomy)
will emerge and have a higher likelihood of symptoms of depression.
Hypothesis 5. Finally, it is hypothesized that a history of CSA will increase a
sense of traumatic sexualization (increased sexual promiscuity) leading to addictive
behaviors such as eating, spending, substance use and symptoms of somatization.

Methods

Participants
This study focused on archival data from an ongoing study looking at different
factors associated with a history of child sexual abuse. The participants in the study were
280 female subjects chosen from a larger sample in the original study. Study participants
were obtained from California State University, San Bernardino who completed a
voluntary questionnaire inquiring about childhood experiences and current adjustment in
college students. Participants were recruited from several general education and
psychology classes and represented a variety of university majors. Sexual abuse data
limited participants to females reporting abuse or no abuse, and that had a five year
difference between the abuser and the victim. The relationship of the abuser and the
victim were also be evaluated for a power issue, by excluding anyone above sixteen years
of age and less than a difference of five years between the victim and abuser. The
conceptual model (see Figure 1) investigated the influence of CSA on victim’s sense of
betrayal, powerlessness, stigmatization, and traumatic sexualization as determinants of
interpersonal sensitivity, depression, anxiety, addictive behaviors and somatization. A
power analysis utilizing Cohen’s (1992) power tables revealed that a sample size of 280
participants was a sufficient sample size to test the hypotheses in this study.

Instruments
The instruments that were used in this study are (a) the Demographic and General
Information Questionnaire, (b) Childhood Sexual Abuse Questionnaire, (c) Hopkins
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Symptom Checklist (HSCL), (d) World Assumptions Scale, and (e) the Scales of
Psychological Well Being (Appendix A).
Demographic and General Information Questionnaire. This instrument
(Appendix A) contained questions regarding general demographic characteristics (e.g.,
age, marital status, and race) as well as information relevant to the sexual abuse (e.g.,
onset age, abuser’s age, relationship to abuser). For this study the strict abuse criteria was
used for the definition of CSA that required the victim to have been under 16 years of age
at the time of abuse, and the abuser to have been 5 or more years older than that victim.
To comply with these criteria, all participants who clearly indicated a history of abuse
were screened for their reported age at the time of abuse and the reported age of the
abuse. The variable of elapsed time since the abusive event was computed by subtracting
the onset age from the respondent’s age.
The relationship(s) specified by the respondents were used to categorize the
relationship as a dichotomous variable (0 = non-familial, 1 = familial). All participants
included in the CSA sample reported either familial or non-familial abuse. Respondents
were also asked to indicate if the abuser threatened them (0= no threat, 1 - threat), and
specify their reaction at the time of abuse by circling fear, shock, surprise, interest,
pleasure, or other. The reaction of fear will be examined in this study as a dichotomous
variable (0 = no fear, 1 = fear).
The questionnaire contained a series of behavioral questions regarding the
respondents’ frequency of the behaviors in question in the past 12 months. A five-point
Likert format was used to inquire about alcohol consumption, smoking, and the use of
various substances, overeating, engaging in sexual activity, spending money, and
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gambling. The behavior of interest for this study is the excessive consumption of alcohol
defined as drinking more than three drinks at one time. The original five-point scale was
defined as: 1 (never), 2 (seldom), 3 (sometimes), 4 (often), and 5 (very often). However,
due to high positive skewness factor, this variable was converted to a three-point format.
For the new format, “seldom” was combined with “sometimes”, and “often” was
combined with “very often”. The new format brought the variable within an acceptable
skewness range, and therefore, the excessive consumption of alcohol is defined as 1
(never), 2 (occasionally), and 3 (frequently).
Childhood Sexual Abuse Questionnaire. Sexual abuse was determined using a
modified version of Finkelhor’s (1979) “Childhood Experiences” Survey (Appendix B).
Participants were asked to respond to 10 sexual experience items that ranged from “an
invitation or request to do something sexual” to actual intercourse. Responses provided
by participants were used to place them in three increasingly severe abuse levels.
Responding to either or both of the two items, which inquired about intercourse with or
without penetration placed the respondent in the “high severity” level. Responding to any
or all of the items regarding fondling and touching placed the participant in the “moderate
severity” level. And responding to any or all of the times with respect to sexual
comments and exhibitionism placed the respondent in the “low severity” level.
Hopkins Symptoms Checklist (HSCL). The HSCL (Derogatis, Lipman, Rickies,
Uhlenhuth, & Covi, 1974) uses items to assess for such constructs as: interpersonal
sensitivity, depression, Somatization, and anxiety. This study used a 57-item version of
the HSCL (Appendix C) to determine a subject’s overall adjustment to maltreatment (the
Appendix contains the full items content). The scores from these 57 items were averaged
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and then used in the analysis (range from 1-4). This study reported reliability
coefficient’s to be between .84 and .87. The scores from sexual abuse, psychological
abuse, and physical abuse items will be combined to determine effects of multiple forms
of maltreatment. Derogatis, Lipman, Rickels, Uhlenhuth, Covi’s (1974) article describes
the development, rationale and validation of the HSCL, which is a self-report symptom
inventory. It is comprised of 57 items, which are representative of the symptom
configurations commonly observed among outpatients. It is scored on five underlying
symptom dimensions - somatization, obsessive-compulsive, interpersonal sensitivity,
anxiety and depression—which have been identified in repeated factor analysis.
Reliability essentially concerns the accuracy with which measurement is
accomplished. Several distinct reliability estimates were used to validate this measure.
Internal consistency showed coefficient alphas for each of the dimensions to be uniformly
high, ranging from .84 to .87. Test-retest reliability is a form of reliability which
measures the stability of scores across time. Test-retest reliability coefficients ranged
from .75 to .84. Interrater reliability is the most applicable in psychopathological
measurement to those rating instruments that call for a trained clinical observer to make
judgments about the patient’s behavior and symptoms. Although usually reserved for
scales of this type, it is also useful to have an assessment of interrater reliability for a selfreport scale, since it serves as a rough estimate of the degree of consistency that would be
found if clinical observers were to make the ratings. Those coefficients ranged from .64
to .80.
The 5 symptom configurations are:
1. Somatization - 1, 4, 12, 14, 27, 42, 48, 49, 52, 53, 56, 58
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a. Items comprising this dimension reflect distress arising from perceptions
of bodily dysfunction. Complaints focused on cardiovascular,
gastrointestinal, respiratory, and other systems with marked autonomic
medication are included. Headaches, pain, and discomfort localized in the
gross musculature and other somatic equivalents of anxiety are also
represented
2. Obsessive-compulsive - 9, 10, 28, 38, 45, 46, 51, 55
a. The items that form this dimension reflect symptoms that are closely
identified with the clinical syndrome of this name. This dimension focuses
on thoughts, impulses, and actions that are experienced as unremitting and
irresistible by the individual, bur are of an ego-alien or unwanted nature.
Behaviors indicative of a more general cognitive difficulty also load on
this measure
3. Interpersonal sensitivity - 6, 11, 24, 34, 36, 37, 41
a. The symptoms fundamental to IS focus on feelings of personal inadequacy
and inferiority, particularly in comparison to other persons. Self-deprecation,
feelings of uneasiness, and marked discomfort during interpersonal
interactions are characteristic manifestations as are acute selfconsciousness and negative expectancies regarding interpersonal
communications.
4. Depression - 5, 15, 19, 20, 22, 26, 29, 30, 31, 32, 54
a. Scales subsumed under the depression dimension reflect a broad range of
the concomitants of a clinical depressive syndrome. Symptoms of
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dysphoric mood and affect are represented as are signs of withdrawal of
life interest, lack of motivation, and loss of vital energy. Feelings of
hopelessness and futility as well as other cognitive and somatic correlates
are also included
5. Anxiety-2, 17, 23, 33, 39, 50
a. This dimension is comprised of a set of symptoms and behaviors
associated clinically with high manifest anxiety. General indicators such
as restlessness, nervousness, and tension are represented, as are additional
somatic signs, e.g. trembling. Items touching on free-floating anxiety and
panic attacks are also included.
World Assumptions Scale. This measure (Appendix D) was designed by JanoffBulman (1989) to assess assumptions that are presumed to be the core elements of our
basic conceptual system. The measure is designed around three categories comprising
eight 4-item belief assumptions. The first category involves the extent to which people
view the world positively or negatively. There are two basic assumptions that comprise
this category: a) the benevolence of the impersonal world, with items reflecting a belief
the there is more good in the world than bad, and b) the benevolence of people, with
items reflecting a belief that most people are good and do not wish to hurt others.
The second category involves people’s beliefs about the distribution of outcomes
which of outcomes which in the Western world there appears to be three primary
candidates for the distribution principle. Therefore, this category consists of three
assumptions: a) justice, with items reflecting a belief that outcomes are distributed in a
fair and just matter, b) controllability of outcomes, with items reflecting a belief that an
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individual may control the outcome of events by being a good person, and c) randomness,
with items reflecting a belief that life’s events are distributed in a random fashion.
The third category involves beliefs about oneself, and the three self-relevant
dimensions parallel the three distributional principles. These assumptions are defined as:
a) self-worth, with items reflecting a belief about the individual's self-perception and
self-esteem, b) self-controllability, with items reflecting a belief about the individual’s
behavior, and c) luck, with items reflecting a belief about the individual’s luck.
The items are measured on a 6-point Likert format from 1 (strongly agree) to 6
(strongly disagree) where lower numbers reflect more positive assumptions. Scores on
each of the assumptions were obtained by computing the mean of responses across the
items for that assumption.
The responses to the first item of justice which asks, “misfortune is likely to strike
worthy, decent people” were not consistent with the remaining items of that assumption,
consequently, the Cronbach’s Alpha for justice was .67. Owens and Chard (2001)
reported reliability coefficient of .40 for justice, which was reflected in a low coefficient
of .62 for the category of meaningfulness of world. They concluded that reliability
coefficients with their sample were moderate overall, and recommended future research
with a larger CSA sample.
A different approach was used in the present study to overcome this problem.
This particular item was excluded from the scale. This action led to an improved alpha of
.81 for justice. Consequently, all of the eight assumptions had reliabilities between .74
and .88, which is higher than the reliabilities obtained with Janoff-Bulman who reported
.67 to .78 for the World Assumption Scale. The alpha coefficients for the three categories
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ranged from .75 to .89, which is higher than the alpha coefficients reported by Ullman
(1997) ranging from .74 to .87 (see table 2).
Scales ofPsychological Well-Being (SPW). The Scales of Psychological WellBeing (Ryff & Keyes, 1995) consist of six subscales, which can be combined to yield an
overall well-being score (Appendix E). The dimensions include: 1) autonomy, which taps
self determination and independence; 2) environmental mastery, which taps a sense of
mastery and competence in managing the environment and everyday affairs; 3) personal
growth, which taps the individual’s sense of personal growth, development, and openness
to new ideas; 4) positive relations with others, which focuses on interpersonal relatedness
and the degree to which warmth, trust, and mutuality characterize relationships with
others; 5) purpose in life, which taps the degree to which purpose, directedness, and life
goals are experienced; and 6) self-acceptance, which taps the degree to which satisfaction
with self and acceptance of both positive and negative parts of self is experienced.
Internal consistency (alpha) coefficients range from .83 to .91. The instrument is scored
using a six-point Likert-type scale where 1 = “strongly disagree”; 2 = “somewhat
disagree”; 3 = “slightly disagree”; 4 = “slightly agree”; 5 = “somewhat agree”; and 6 =
“strongly agree”. Scores range from 84 to 504.

Procedures
In the original study, undergraduate students were recruited from large general
education and psychology classes offered at California State University, San Bernardino.
Participants were told that the study was about childhood experiences and that extra
credit slips would be given for their participation in the study. They were informed that
while one measure required that they recall individual childhood experiences, the
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additional measures were related to their current attitudes and beliefs. Once informed
consent was obtained (Appendix F), they were asked to complete the questionnaires on
their own time and return them in two days to the instructors or the Psychology Peer
Advisement Center. Upon completing the questionnaire, volunteers were debriefed to the
purpose and importance of the study and were provided with contact information should
they have questions or concerns (Appendix G) CSUSB’s IRB committee approved the
study and participants were treated according to APA (APA, 1992) ethical guidelines. For
the purpose of this study, archival data will be used to address the hypotheses proposed.
Data is coded numerically and no individual participant may be identified and group data
will be used for all analyses.
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Results

Descriptives
SEM requires normally distributed variables (Byrne, 1994), therefore, an
examination of the distributional properties of all observed variables was conducted.
Following data cleaning, analyses indicated that the values of kurtosis and skewness were
minimal, thus allowing the use of Maximum Likelihood procedures. The assumptions of
multivariate normality and linearity were also evaluated through EQS using cases with
the largest contribution to Marda’s coefficient. No multivariate outliers were detected.
Histograms produced by SPSS 15 provided graphical representations of variable
distributions (See Appendix H).
Statistical analyses were performed on 280 females. The participants’ ages ranged
from 18 to 64 years of age. The majority of participants were single (74.6%) while about
19% were married and the remaining 6% consisted of individuals who were separated or
divorced. The majority of the participants came from families where both parents were
high school graduates (Father’s Education, 33%; Mother’s Education, 31.1%). The
majority of the participant’s annual family income was above $30,000 (57.8%) and
reported coming from a stable middle-class neighborhood (47.1%). Among the
participants, fifty four percent of them reported being Caucasian (54%) while the next
largest group consisted of those reporting to be Latina, (31.5%). African Americans
consisted of 5.4% of the sample, 2.1% of the sample identified as Asian, and a final 6.9%
categorized their ethnicity as others.
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Table 1: Means, Standard Deviations, Skewness and Kurtosis of measured variables.
(N=280)
Variable
Respondents Age
CSA: Minimal Severity
CSA: Moderate Severity
CSA: High Severity
CSA: No Sex Experience
Positive Relations with Others
Benevolence of People
Self-Acceptance
Self-Worth
Autonomy
Luck
Justice
Environmental Mastery
Sexual Promiscuity
Interpersonal Sensitivity
Anxiety
Depression
Drug & Alcohol Use
Eating Behavior
Spending Behavior
Gambling Behavior
Somatization

M

SD

Skewness

Kurtosis

18
.788
.619
.095
.389
62.0
11.9
60.5
9.38
57.4
13.1
14.1
59.9
1.54
13.4
9.33
19.1
13.9
2.56
2.94
1.25
18.4

8.37
1.22
1.18
.362
.489
11.2
3.38
12.0
4.18
9.95
4.22
3.54
10.92
.994
4.18
3.28
5.91
4.96
1.22
1.11
.642
5.06

.150
.147
.147
.147
.148
.149
.146
.149
.147
.148
.147
.147
.147
.146
.146
.146
.147
.151
.146
.146
.146
.148

.300
.294
.294
.294
.294
.297
.291
.296
.293
.295
.293
.293
.293
.290
.292
.291
.294
.301
.291
.291
.291
.295

The Conceptual Model
The conceptual model incorporating the hypotheses and the theoretically relevant
paths is presented in Figure 1 (Appendix J). The model proposes that a history of
childhood sexual abuse predicts a sense of betrayal (as defined by a low level of positive
relationships and a high level of benevolence of people) and that a high sense of betrayal
will predict high levels of interpersonal sensitivity. It is also hypothesized that childhood
sexual abuse predicts a sense of stigmatization (as defined by a low sense of self-worth
and self-acceptance). A third hypothesis states that a history of CSA predicts a sense of
powerlessness (as defined by a low score on autonomy, justice and environmental
mastery, while reporting high scores on randomness and luck) which will predict higher
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levels of anxiety and depression among participants. A final hypothesis states that a being
exposed to CSA predicts a sense of traumatic sexualization (as defined by an increased
level of sexual promiscuity) which in turn predicts an increase in addictive behaviors and
symptoms of somatization.
Bender’s (1989) structural equations program (EQS) was used to test the general
model and examine the propositions presented in Figure 1. According to Betancourt
(2002) the statistical program tests whether or not the set of multiple cause-effect
relationships included in the proposed model is consistent with the observed data,
allowing for a simultaneous analysis of both direct and mediating effects. Even though
structural equation modeling cannot prove that the relationships between variables are
causal, it can test whether or not causal hypotheses are supported by the data. The degree
of consistency between the proposed set of relationships and the data observed is
evaluated by comparing the covariance matrix obtained from the data with the matrix
resulting from the parameters of the hypothesized model. The significance of the fit, (as
determined by the variance not accounted for) is assessed using the chi-square
distribution. A non-significant chi-square (a probability level larger than 0.05) is
desirable. Bentler (1992) considers a Comparative Fit Index of .90 or higher as an
indication of adequately fitting model.

The Structural Model
The proposed model was not supported by the data obtained and did not support
the hypotheses proposed. Because the proposed model was not supported by the data
obtained, a reevaluation of the scales and items comprising the scales were observed to
determine any problematic scaling and or errors. Upon evaluating intercorrelation
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matrices, it was discovered that some of the measurements had difficulty in predicting
and associating with some of the predictors. Beginning with looking at the latent variable,
childhood sexual abuse, the subscales comprised from the Childhood Sexual Abuse were
highly correlated and held together strongly as the latent variable of CSA (See Appendix
D). When evaluating the Intecorrelations between CSA, positive relations with others
and Benevolence of people, the Benevolence of People did not display a relationship with
either CSA or Positive Relations with others and therefore preventing the latent variable
of Betrayal as defined by these two scales. Positive relations with others however, did
negatively correlate at the .01 level when associated with CSA. When evaluating the next
level of the model (Stigmatization), the self-acceptance scale and self-worth scale had a
strong association between the two and defined the stigmatization latent variable well.
However only the self-acceptance scale negatively correlated with CSA as expected at
the .01 level, whereas the self-worth scale did not. For the powerlessness latent variable
all scales defining the latent variables were either minimally associated or had no
relationship among them, causing a problem of cohesiveness for the powerlessness latent
variable. For the final theorized construct of traumatic sexualization, sexual promiscuity
correlated positively with CSA.
When comparing latent variables with the association of their behavioral
outcome, both positive relations and benevolence of people correlated with interpersonal
sensitivity. Evaluating Anxiety as the outcome for self-acceptance and self-worth, both
scales had a negative relationship with anxiety at the .01 level. Depression was negatively
correlated with environmental mastery but did not have a strong association with any of
the other scales forming the powerlessness latent variable. The final association between
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traumatic sexualization and addictive behaviors displayed strong positive correlations, as
well as with somatization.
Considering the correlation matrices and the factorial indices of the scales and
item level evaluation, significant and strong relationships exist among many of the
“variables proposed in the conceptual model. Based the evaluation of the data and the
data’s inability to predict the conceptual model, additional analysis were conducted to
form a hypothetical model using the relational paths between some of the variables.

Additional Analyses
Based on the lack of fit from the structural model to the conceptual model, an in
depth evaluation was done to the individual subscales in order to look at the areas where
the conceptual model could be used for a post hoc fitting and determine a hypothetical
model that would represent the data at hand. Through parceling of individual items for
certain subscales (depression, anxiety, self-acceptance, and somatization) as well as using
individual items of the positive relations scale to represent the betrayal latent variable.
Self-acceptance scale was clustered into four parcels and powerlessness was defined by
environmental mastery alone. Because anxiety and depression items correlated very
highly with each other, the anxiety and depression were collapsed into one latent
variable. Based on these changes in the model and utilizing the recommendations of the
Andrews (1994) and the Root mean-square error of approximation (RMSEA) was .053.
Multivariate Wald test for dropping certain paths as well as the LM Test for adding paths
a final hypothetical model was derived (Figure 2). The post hoc fitted model provided
moderate fitting to the data, X2 (220) =1751.906, p=.018, CFI=.870. Chi-Square value
for the model was 1757.906 which was well beyond the two to one ratio suggested by
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The hypothetical model (Appendix K) showed that CS A predicts a sense of low
positive relations (Betrayal) among participants but did not predict any of the
externalizing behaviors available from the conceptual model. CSA predicted a sense of
Self-Acceptance which predicted a level of environmental mastery. Self-acceptance also
predicted high levels of the collapsed anxiety and depression variable which in turn
predicted a high level of somatization. Self-acceptance also predicted an interpersonal
sensitivity among participants, by which mediated the level of addictive behaviors
participants were involved in. Finally, the hypothetical model showed the CSA predicted
a level of traumatic sexualization (as defined by sexual promiscuity) which mediated a
high level of addictive behaviors. CSA also had a direct link to addictive behaviors as
well (See Figure 2).

Discussion

This study evaluated the applicability of Browne & Finkelhor’s (1986) theory of
the traumagenic effects of child sexual abuse in a population of college women, and
suggests that child sexual abuse does impact how children come to conceptualize
themselves, which is consistent with this model. Further, that there is negative long-term
impact of child sexual abuse on adult addictive behaviors and psychological distress.
However, the relationship between child sexual abuse and the four theoretical constructs
suggested by Browne & Finkelhor and the relationship between abuse, the constructs, and
adult addictive behaviors and psychological distress is complex. These findings will be
discussed further below.
In the initial proposed model, child sexual abuse severity focused on four levels of
sexual abuse ranging from no touch, fondling, and intercourse. Severity was primarily
related to the level of touch, fondling, and intercourse and not to the other abuse
characteristics. While a substantial body of early research focused on characteristics that
might be important to impact adjustment to sexual abuse, Spaccarelli (1994), after
reviewing much of the data on abuse characteristics and outcomes suggested that abuse
characteristics account for only a small amount of the variance in mental health
outcomes. It is likely that there are complex relationships between the characteristics and
outcomes. For example, extra-familial abuse can in some cases be especially forceful but
may be less damaging if the child then receives emotional support while intra-familial
support may be less forceful but occur over longer periods of time and may not evoke
support when reported. Thus, our revised model may be appropriate given the small
variance accounted for by abuse specific characteristics.
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As anticipated, there was a path between childhood sexual abuse and the adult
survivor’s sense of betrayal as measured by their ability to enter into positive
relationships with others. Browne & Finkelhor’s suggested that betrayal, being injured
and hurt, is one outcome in those who have experienced sexual abuse. Clearly, this can
be manifested in confidence in one’s ability to engage in and enjoy close relationships
with others. Surprisingly, while this construct was identified in this sample, there was no
path from this sense of betrayal to psychological distress in terms of interpersonal
sensitivity as might be expected in individuals whose trust was violated. While
interpersonal sensitivity was an outcome of CSA, it was not mediated through the
betrayal or trust construct but through the stigmatization construct, discussed further
below. It is not entirely clear how, besides impacting trust, betrayal might also impact
adult relationships. One study by Kallstrom-Fuqua, Weston, & Marshall (2004) assessed
the relationship between betrayal (as measured by trust, benevolence of people, and
suspicion) and maladaptive relationships (as measured by the extent to which the
participants sought support from others and their willingness to risk intimacy) and did not
find a significant path between these two constructs, which was surprising. Instead, they
found powerlessness (using measures of mastery and fatalism) had significant
associations with relationships. It may be that more refined measures of relationships,
including reports from significant others, would provide greater insight into the way in
which the construct of betrayal mediates how CSA survivors manage adult relationships.
It is also important to note that the sample in this study was comprised of college
students, and while a diverse sample, nevertheless a relatively resilient sample by virtue
of being in a four-year college. In that way, while CSA may have impacted their
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confidence about engaging in and maintaining positive relationships, this dimension by
itself was not associated with distress symptoms or addictive behaviors. It is important
also to note that in our study, the measure we used ended up tapping a “loneliness
construct and this may be the reason that other outcomes were not predicted.
Browne & Finkelhor’s suggestion that child sexual abuse results in traumatic
sexualization or having sexual feelings, attitudes, or behaviors that develop in ways that
don’t match what is developmentally and interpersonally appropriate was supported by
the findings of this study. Participants with a history of CSA did report engaging in
sexual behaviors more than they wanted to or felt they should. Further, there was a path
between this sexualized behavior and other excessive behaviors such as overeating,
gambling, over-spending, and substance use. While previous research has reported an
association between CSA and excessive behaviors such as sexual acting out, eating
disorders, and substance use (Beitchman, et ah, 1992; Kern & Hastings, 1995; Loeb, et
ah, 2003; Meston, et ah, 1999; Price, 2004; Tyler, 2002), this study adds to the literature
by also noting the link between sexual acting out and the other addictive behaviors. Thus,
the results of this study suggest that while there is a direct path between CSA and
addictive behaviors, that some of the variance in the addictive behaviors is mediated
through sexual acting out. These findings speak to the complexity of this type of abuse
and the outcomes observed in survivors.
One of the most salient mediators of CSA on women’s psychological distress in
this study was the stigmatization construct. Stigmatization, conceptualized in terms of
self-acceptance (feeling positive about one’s self and liking one’s self), mediated anxiety
and depression, which in turn mediated somatization. Although anxiety, depression, and
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somatization have all been associated with CSA (Briere & Runtz, 1985; Briere & Runtz,
1988; Neumann, Houskamp, Pollock & Briere, 1996), this study suggests that the path to
psychological distress and further, to somatic complaints is not direct and is mediated
through self-acceptance. Knowledge of the mediating features of this path can provide
clinicians with more refined, targeted intervention protocols when working with
survivors. For example, CSA survivors who have somatic complaints might benefit more
fully from interventions that target issues of self-acceptance and address mixed
anxiety/depression.
Stigmatization also mediated interpersonal sensitivity, which in turn mediated
addictive behaviors. This path, leading from difficulty with self-acceptance to
interpersonal sensitivity (which taps how the respondent feels with others), and addictive
behaviors, differs from the one above in that here the outcomes would be considered
“acting out” or externalizing behaviors while anxiety/depression and somatization would
be considered internalizing behaviors. Understanding these paths more fully and the
differing ways the CSA trauma can be expressed can sensitize clinicians to assess for it
more accurately and then be able to provide interventions that are more appropriate.
Unexpectedly, there was no direct path from CSA to powerlessness and no path
from powerlessness to the other outcomes such as anxiety/depression, somatization, and
addictive behaviors. Powerlessness was conceptualized in terms of environmental
mastery or the feeling of being in charge of one’s life and managing one’s daily
transactions. We had anticipated that powerlessness might mediate depression since
those who had, as children, felt coerced, manipulated, and controlled might experience a
diminished sense of pleasure and hope. This anticipated relationship was not observed.
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While this could be due to the sample studied, another study (Kallstrom-Fuqua et ah,
2004) using a community sample also failed to observe a path between powerlessness
and depression although powerlessness was related to social relationships in that study. It
may be that powerlessness is related to depression only in clinical samples or that the
measure of depression used in this and the previously mentioned studied was not
sufficiently sensitive.
It is interesting to note, however, that while CSA did not have direct paths to each
of the theoretical constructs in Browne and Finkelhor’s traumagenic dynamics model,
each of the constructs did appear at some point in the SEM we tested. Of particular note,
and a contribution of the study, is that stigmatization may mediate symptom presentation
in both internalizing and externalizing ways and that when individuals are seen in
therapy, knowing that anxiety/depression, and somatic complaints may be one expression
of a history of CSA, and addictive behaviors may be another expression of CSA, are
important for assessment and treatment.
This study is limited in several ways. The data was collected retrospectively. The
sample consists only of women. The measures used were insufficient to sensitively tap all
the constructs of interest. Nevertheless, the findings extend our understanding of the
literature by applying a theoretical construct and a more complex statistical analytic
approach to child sexual abuse data.
Empirical evidence for this model is essential as there is much more
generalizability of Finkelhor’s model to different populations. With empirical support of
this model, future studies would benefit from looking at the additions of family
environment and ecological factors which Finkelhor & Browne (1985) did not
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necessarily account for in their original theoretical model. Both the family and ecological
factors are so important because success would not relate to being abused and not being
abused, or the severity of the abuse, but healing would occur based on the positive
strength of the relationship among a supportive family and a conducive environment.
Limitations of the study begin by first relying on the use of self-report
questionnaires from adults remembering past experiences. Some research has proposed
that it lends itself to reconstructing memories and accuracy in childhood experiences.
Although structural modeling is a more powerful form of evaluating models statistically,
it still lends itself to statistical error and model construction based on numerical
computations and not necessarily on theoretical explanations or directives. A structural
equation model does not point to causative factors but merely builds a case of strength in
the direction and relationship of the particular variables in question and scrutiny. The
myriad of prior research has found similar findings but has had difficult piecing the bits
and pieces into a coherent and applicable format. A structural model gives an organized
way of trying to make sense of research previously supported and evident among CSA
populations.
A final limitation was the use of measures in this study. Many of the measures
had strong relationships within the scales and held together well as a subscale. However,
for some of the scales, the measurement items at times were so highly correlated with
each other that they didn’t really differentiate between subscales. For example, the
depression and anxiety scale. These subscales were obtained from the HSCL, a widely
used and published measure. However, many of the individual items did not differentiate
between them and caused linear dependency among the overall model, which is why the
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scales were collapsed into one scale. Many of the other scales in this study as well,
tended to parcel out into more than one factor within the subscale. For example, the Selfacceptance scaled factored into three factors, as well as the environmental mastery scale
as well. If the items are easily delineated into more than one clear factor, then the
question arises as to what aspects of self-acceptance is being measured. A closer look at
the individual items and overall make-up of many of the scales in this study would lend
itself to additional information that may further tap into additional information within this
population.
This project has made it clear that associations and even strong associations
between variables and within subscales do not results in directionality. The variables in
question operationally defining the theory being validated is much more complex and
may have additional variables such as family environment or ecological factors that may
be mediating many of the outcomes in the tested model, which were not accounted for.
Future research should focus on evaluating the segments of the theory and accounting for
more environmental factors which may determine the directionality of the paths in
question.
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Appendix A
Demographic Questionnaire

PLEASE NOTE THAT YOUR RESPONSES ARE STRICTLY CONFIDENTIAL. PLEASE TRY TO
ANSWER AS MANY QUESTIONS AS POSSIBLE TO THE BEST OF YOUR KNOWLEDGE.
THANK YOU FOR YOUR PARTICIPATION.
1. Your sex (circle one)

a. male

b. female

2. Your age at last birthday
3. Your marital status?
1. Single (never married)
2. Married
3. Separated
4. Divorced
5. Widowed
4. When you were age 12, what was the highest educational level (grade) of:
1. your father
2. your mother
5. At age 12, what was your family's yearly income (your best estimate). Please circle the number which
applies:
($416/mo or less)
1. $5,000/yr or less
($417/mo to $832/mo)
2. $5,000/yr to $9,999/yr
($833/mo to $ 1249/mo)
3. $10,000/yr to $14,999/yr
($ 1250/mo to $ 1666/mo)
4. $15,000/yr to $19,999/yr
($ 1667/mo to $2499/mo)
5. $20,000/yr to $29,999/yr
($2500/mo to $4166/mo)
6. $30,000/yr to $49,999/yr
($4167/mo or more)
7. $50,000/yr or more
6. At age 12, which of the following best describes the neighborhood in which you lived?
1. Urban poor (e.g., mainly low-income dwellings, high unemployment, etc.)
2. Stable working-class (e.g., mainly small, relatively inexpensive private homes)
3. Transitional working-class (e.g., combination of low-income dwellings, small private homes, etc.)
4. Stable middle-class (e.g., medium size and medium priced homes, educated residents)
5. Upper middle-class or better (e.g., large, expensive homes rather affluent neighbors)
7. At age 12, which of the following best described your family's social status? (please circle)
1. Unemployed
2. Unskilled laborer
3. Skilled, blue collar worker
4. Skilled, white collar worker (e.g., sales, clerical, service jobs, etc.)
5. Manager
6. Professional (e.g., nurse, teacher)
7. Executive, high-income Professional
8. Which of the following best describes your birth family's racial background? (please circle)
1. Afro-American
2. Latino
3. White
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4. Asian
(please specify)
5. Other
Before you were age 18, did either of your parents (or whomever you lived with primarily) drink
alcohol (e.g., beer, wine, hard liquor) or use other drugs (e.g., marijuana, crack, tranquilizers) ?
Yes

no

Please circle the number that best describes the extent to which they did:
seldom sometimes
never
1. My parents used alcohol or drugs

1

2

3

often
4

very
often
5

In the past year how often have you done the following? Please circle the number that best applies:
seldom sometimes
often
very
never
often
4
5
3
2
1
2. Drunk alcohol (e.g. beer, wine, hard liquor)
3. Drunk more than 3 drinks at one time

1

2

3

4

5

4. Smoked cigarettes

1

2

3

4

5

5. Smoked marijuana or hashish

1

2

3

4

5

6. Used hard drugs (e.g. crack, heroin)

1

2

3

4

5

7, Gotten high or drunk

1

2

3

4

5

8. Used prescription drugs (that were not
Prescribed for you, or in a way that the
physician did not intend for you to use them)

1

2

3

4

5

9. Eaten food more than you wanted to or more
that you felt was you should

1

2

3

4

5

10. Engaged in sexual activity more than you
wanted to or more than you felt was you should

1

2

3

4

5

11. Spent money more than you wanted to or
more than you felt was you should

1

2

3

4

5

12. Gambled more than you wanted to or more
Than you felt was you should

1

2

3

4

5

Appendix B
Childhood Sexual Abuse Questionnaire

It is now generally realized that most people have sexual experiences as children and while they are still
growing up. Some of these are with friends and playmates, and some with relatives and family members. Some
are very upsetting and painful, and some are not. Some influence people's later lives and sexual experiences,
and some are practically forgotten. Only a little is known about these childhood sexual experiences. We would
like you to remember any sexual experiences you may have had prior to age 16 (from playing doctor to sexual
intercourse) — in fact, anything that might have seemed "sexual" to you.
1. Did you have any of the following experiences before age 16 with someone 5 or more years older than
you (family, friends, strangers)? Please circle all that apply:
a. An invitation or request to do something sexual
b. Kissing or hugging in a sexual way
c. Another person showing you his/her sex organs
d. You showing your sex organs to another person
e. Another person fondling you in a sexual way
f. You fondling another person in a sexual way
g. Another person touching your sex organs
h. You touching another person's sex organs
i. Intercourse, but without attempting penetration
j. Intercourse, with penetration
If no such experience, mark here ( ) and proceed to question 25.
If you did have one of these experiences, please answer the following questions for the one sexual experience
noted above that has had the most impact on you:
2. How old were you at the time
3. How old was the other person
4. What was their sex (please circle)
1. male
2. female
5. What was the other person (please circle all that apply):
1. stranger
2. person you knew but not a friend
3. friend of yours
4. friend of a parent
5. niece or nephew
6. brother or sister
7. aunt or uncle
8. grandparent
9. step-parent
10. parent
6. Who started this? (please circle)
1. other person

2. you

7. Did the other person threaten or force you?
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2. no

1. yes

8. Did you threaten or force the other person?
2. no
1. yes
9. Did the other person use alcohol or drugs during this time?
2. no
1. yes
10. Did you use alcohol or drugs during this time?
2. no
1. yes
11. How many times did you have a sexual experience with this person?
12. How long (number of days, months, years) did this go on?
13. Which of these would best describe your reaction at the time of the experience? (please circle):
1. fear
4. pleasure

2. shock
5. interest

3. surprise
6. other

(specify)

14. Which of these would best describe your current feelings about the experience? (please circle):
2. mostly positive
5. negative

1. positive
4. mostly negative

3. neutral

15. Who did you tell about this experience? (please circle):
3. father
6. friend

2. mother
5. brother/sister

1. no one
4. other adult

16. How did the individual you told react? (If you did not tell anyone, how do you think a parent would have
reacted if you had told them?):
A. ANGRY

1. very

2. mildly

3. a little

4. not at all

B. SUPPORTIVE

Every

2. mildly

3. a little

4. not at all

Appendix C
Hopkins Symptom Checklist (HSCL)
Here is a list of things people report experiencing. Please circle how often you have experienced each of the
following in the last three months.
HOW OFTEN DID YOU:

Not At
All

Very
Occas- Freionally quently Often

46. Have headaches

1

2

3

4

47. Feel nervous or shaky inside

1

2

3

4

48. Unable to get rid of bad thoughts or ideas

1

2

3

4

49. Suffer from fainting or dizziness

1

2

3

4

50. Feeling outside of your body

1

2

3

4

51. Experience loss of sexual interest or pleasure

1

2

3

4

52. Feel critical of others

1

2

3

4

53. Have bad dreams

1

2

3

4

54. Experience difficulty speaking
when you are excited

1

2

3

4

55. Have trouble remembering things

1

2

3

4

56. Worry about sloppiness or carelessness

1

2

3

4

57. Not feeling like your real self

1

2

3

4

58. Feel easily annoyed or irritable

1

2

3

4

59. Suffer from pains in the heart or chest

1

2

3

4

60. Suffer from itching

1

2

3

4

61. Feeling slowed down or low in energy

1

2

3

4

62. Have thoughts of ending your life

1

2

3

4

63. "Spacing Out"

1

2

3

4

64. Sweating

1

2

3

4

65. Trembling

1

2

3

4

66. Feel confused

1

2

3

4

67. Have poor appetite

1

2

3

4
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HOW OFTEN DID YOU:

Very
Not At Occas- Freionally quently Often
All

68. Cry easily

1

2

3

4

69. Losing touch with reality

1

2

3

4

70. Feel shy or uneasy with the opposite sex

1

2

3

4

71. Have feelings of being trapped or caught

1

2

3

4

72. Feel suddenly scared for no reason

1

2

3

4

73. Have temper outbursts you could not control

1

2

3

4

74. Suffer from constipation

1

2

3

4

75. Watching yourself from far away

1

2

3

4

76. Blame yourself for things

1

2

3

4

77. Feeling blocked or stymied in
getting things done

1

2

3

4

78. Feeling lonely

1

2

3

4

79. Suffer from pains in the lower part of your back

1

2

3

4

80. Feeling blue

1

2

3

4

81. Worry or stew about things

1

2

3

4

82. Feel no interest in things

1

2

3

4

83. Feel fearful

1

2

3

4

84. Get your feelings easily hurt

1

2

3

4

85. Have to ask others what you should do

1

2

3

4

86. Feel that others do not understand

1

2

3

4

87. Feel that people are unfriendly or dislike you

1

2

3

4

88. Having to do things very slowly to be
sure that you are doing them right

1

2

3

4

89. Feel your heart pounding or racing

1

2

3

4

90. Experience nausea or upset stomach

1

2

3

4

91. Feel inferior to others

1

2

3

4

92. Suffer from sore muscles

1

2

3

4
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HOW OFTEN DID YOU:

Very
Not At Occas- Freionally quently Often
All

93. Suffer from loose bowels

1

2

3

4

94. Have difficulty falling asleep or staying asleep

1

2

3

4

95. Have to check and double check what you do

1

2

3

4

96. Have difficulty making decisions

1

2

3

4

97. Want to be alone

1

2

3

4

98. Have trouble getting your breath

1

2

3

4

99. Hot or cold spells

1

2

3

4

100. Having to avoid certain places or
activities because they frighten you

1

2

3

4

101. Your mind going blank

1

2

3

4

102. Numbness or tingling in parts of your body

1

2

3

4

103. A lump in your throat

1

2

3

4

104. Feeling hopeless about the future

1

2

3

4

105. Trouble concentrating

1

2

3

4

106. Weakness in parts of your body

1

2

3

4

107. Feeling tense or keyed up

1

2

3

4

108. Heavy feelings in your arms or legs

1

2

3

4

Appendix D
World Assumptions Scale
Please indicate your views of the following statements on a scale of
1 (strongly agree) to 6 (strongly disagree)
STRONGLY
AGREE
3
109. Misfortune is likely to strike worthy, decent people 1
2

4

STRONGLY
DISAGREE
5
6

2

3

4

5

6

1

110. People are naturally unfriendly and unkind
111. Bad events are distributed to people at random

1

2

3

4

5

6

112. Human nature is basically good

1

2

3

4

5

6

113. The good things that happen in this
world far outnumber the bad

1

2

3

4

5

6

114. The course of our lives is largely determined
by chance

1

2

3

4

5

6

115. Generally, people deserve what they get in
this world

1

2

3

4

5

6

116.1 often think I am no good at all

1

2

3

4

5

6

117. There is more good than evil in the world

1

2

3

4

5

6

118.1 am basically a lucky person

1

2

3

4

5

6

119. People's misfortunes result from mistakes
they have made

1

2

3

4

5

6

120. People don't really care what happens to the
next person

1

2

3

4

5

6

121.1 usually behave in ways that are likely to
maximize good results for me

1

2

3

4

5

6

122. People will experience good fortune
if they themselves are good

1

2

3

4

5

6

2

3

4

5

6

123. Life is too full of uncertainties that are
determined by chance

1

124. When I think about it, I consider myself
very lucky

1

2

3

4

5

6

125.1 almost always make an effort to prevent bad
things from happening to me

1

2

3

4

5

6

126.1 have a low opinion of myself

1

2

3

4

5

6
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Please indicate your views of the following statements on a scale of
1 (strongly agree) to 6 (strongly disagree)
STRONGLY
AGREE
127. By and large, good people get what
2
3
1
they deserve in this world

4

5

6

128. Through our actions we can prevent
bad things from happening to us

1

2

3

4

5

6

129. Looking at my life, I realize that chance events
have worked out well for me

1

2

3

4

5

6

130. If people took preventive actions, most
misfortune could be avoided

1

2

3

4

5

6

131.1 take the actions necessary to protect
myself against misfortune

1

2

3

4

5

6

132. In general, life is mostly a gamble

1

2

3

4

5

6

133. The world is a good place

1

2

3

4

5

6

134. People are basically kind and helpful

1

2

3

4

5

6

135.1 usually behave so as to bring about
the greatest good for me

1

2

3

4

5

6

136.1 am very satisfied with the kind of person I am

1

2

3

4

5

6

137. When bad things happen, it is typically because
people have not taken the necessary actions to
protect themselves

1

2

3

4

5

6

138. If you look closely enough, you will see that the
world is full of goodness

1

2

3

4

5

6

139.1 have reason to be ashamed of my personal
character

1

2

3

4

5

6

140.1 am luckier than most people

1

2

3

4

5

6

STRONGLY
DISAGREE

Appendix E
Scales of Psychological Well-Being (SPWB)
Please respond to each of the following items by circling the number that most closely corresponds to
what you believe is accurate for you, on a scale ranging from (1) strongly disagree to (6) strongly
agree.
4 = slightly agree
1 = strongly disagree
5 = somewhat agree
2 = somewhat disagree
6= strongly agree
3= slightly disagree
1. Sometimes I change the way I act or think
to be more like those around me.

1

2

3

4

5

6

2. In general, I feel I am in charge of the
situation in which I live.

1

2

3

4

5

6

3.1 am not interested in activities that will
expand my horizons.

1

2

3

4

5

6

4. Most people see me as loving and affectionate

1

2

3

4

5

6

5.1 feel good when I think of what I’ve done
in the past and what I hope to do in the future.

1

2

3

4

5

6

6. When I look at the story of my life, I am
pleased with how things have turned out.

1

2

3

4

5

6

7.1 am not afraid to voice my opinions, even when
they are in opposition to the opinions of most
people.

1

2

3

4

5

6

8. The demands of everyday life often get me down. 1

2

3

4

5

6

9. In general, I feel that I continue to learn more
about myself as time goes by.

1

2

3

4

5

6

10. Maintaining close relationships has been difficult
1
and frustrating for me.

2

3

4

5

6

11.1 live life one day at a time and don’t really
think about the future.

1

2

3

4

5

6

12. In general, I feel confident and positive
about myself.

1

2

3

4

5

6

13. My decisions are not usually influenced by what
1
everyone else is doing.

2

3

4

5

6

14.1 do not fit very well with the people and the
community around me.

1

2

3

4

5

6

15.1 am the kind of person who likes to give
new things a try

1

2

3

4

5

6

72

73

Please respond to each of the following items by circling the number that most closely corresponds to
what you believe is accurate for you, on a scale ranging from (1) strongly disagree to (6) strongly
agree.
4 = slightly agree
1 = strongly disagree
5 = somewhat agree
2 = somewhat disagree
6= strongly agree
3= slightly disagree
16.1 often feel lonely because I have few close friends
1
with whom to share my concerns.

2

3

4

5

6

17.1 tend to focus on the present, because the future
1
nearly always brings me problems.

2

3

4

5

6

18.1 feel like many of the people I know have gotten
1
more out of life than I have.

2

3

4

5

6

2

3

4

5

6

19.1 tend to worry about what other people think
of me.

1

20.1 am quite good at managing the many
responsibilities of my daily life.

1

2

3

4

5

6

21.1 don’t want to try new ways of doing things
my life is fine the way it is.

1

2

3

4

5

6

22.1 enjoy personal and mutual conversations with
family members or close friends.

1

2

3

4

5

6

23. I have a sense of direction and purpose in life.

1

2

3

4

5

6

24. Given the opportunity, there are many things
about myself that I would change.

1

2

3

4

5

6

25. Being happy with myself is more important to me
1
than having others approve of me.

2

3

4

5

6

26.1 often feel overwhelmed by my responsibilities.

2

3

4

5

6

1

27.1 think it is important to have new experiences
that challenge how you think about yourself
and the world.

1

2

3

4

5

6

28. It is important to me to be a good listener
when close friends talk to me about
their problems.

1

2

3

4

5

6

29. My daily activities often seem trivial and
unimportant to me.

1

2

3

4

5

6

30. I like most aspects of my personality

1

2

3

4

5

6

31. I tend to be influenced by people with strong
opinions.

1

2

3

4

5

6
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Please respond to each of the following items by circling the number that most closely corresponds to
what you believe is accurate for you, on a scale ranging from (1) strongly disagree to (6) strongly
agree.
4 = slightly agree
1 = strongly disagree
5 = somewhat agree
2 = somewhat disagree
6= strongly agree
3= slightly disagree
32. If I were unhappy with my living situation, I
would take effective steps to change it.

1

2

3

4

5

6

33. When I think about it, I haven’t really improved
1
much as a person over the years.

2

3

4

5

6

34. I don’t have many people who want to listen
when I need to talk.

1

2

3

4

5

6

35. I don’t have a good sense of what it is I’m
trying to accomplish in life.

1

2

3

4

5

6

36. I made some mistakes in the past, but I feel
that all in all everything has worked out
for the best.

1

2

3

4

5

6

37. People rarely talk me into doing things I don’t
want to do

1

2

3

4

5

6

38. I generally do a good job of taking care of my
personal finances and affairs.

1

2

3

4

5

6

39. In my view, people of every age are able to
continue growing and developing.

1

2

3

4

5

6

40. I feel like I get a lot out of my friendships

1

2

3

4

5

6

41. I used to set goals for myself, but that now
seems like a waste of time.

1

2

3

4

5

6

42. In many ways, I feel disappointed about my
achievements in life.

1

2

3

4

5

6

43. It is more important to me to (fit in) with others
1
than to stand alone on my principles.

2

3

4

5

6

44. I find it stressful that I can’t keep up with all of
1
the things that I have to do each day.

2

3

4

5

6

45. With time, I have gained a lot of insight about
life that has made me a stronger, more
capable person.

1

2

3

4

5

6

46. It seems to me that most other people have more
1
friends than I do.

2

3

4

5

6

47. I enjoy making plans for the future and working
to make them a reality.
1

2

3

4

5

6
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Please respond to each of the following items by circling the number that most closely corresponds to
what you believe is accurate for you, on a scale ranging from (1) strongly disagree to (6) strongly
agree.
4 = slightly agree
1 = strongly disagree
5 = somewhat agree
2 = somewhat disagree
6= strongly agree
3= slightly disagree
48. For the most part, I am proud of who I am
and the life I lead.

1

2

3

4

5

6

49. I have confidence in my own opinions,
even if they are contrary to the general
consensus

1

2

3

4

5

6

50. I am good at juggling my time so that I can fit
everything in that needs to get done.

1

2

3

4

5

6

51. I have the sense that I have developed a lot as a
person over time

1

2

3

4

5

6

52. People would describe me as a giving person,
willing to share my time with others

1

2

3

4

5

6

53. lam an active person in carrying out the plans
I set for myself

1

2

3

4

5

6

54. I envy many people for the lives they lead

1

2

3

4

5

6

55. It’s difficult for me to voice my own opinions
On controversial matters

1

2

3

4

5

6

56. My daily life is busy, but I derive a sense of
satisfaction from keeping up with everything

1

2

3

4

5

6

57. I do not enjoy being in new situations that
require me to change my old familiar ways
of doing things

1

2

3

4

5

6

58. I have not experienced many warm and
trusting relationships with others

1

2

3

4

5

6

59. Some people wander aimlessly through life,
but I am not one of them

1

2

3

4

5

6

60. My attitude about myself is probably not as
positive as most people feel about themselves

1

2

3

4

5

6

61. I often change my mind about decisions if
my friends or family disagree

1

2

3

4

5

6

62. I get frustrated when trying to plan my daily
Activities because I never accomplish the
things I set out to do

1

2

3

4

5

6

63. For me, life has been a continuous process
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4
5
2
3
1
of learning, changing, and growth
Please respond to each of the following items by circling the number that most closely corresponds to
what you believe is accurate for you, on a scale ranging from (1) strongly disagree to (6) strongly
agree.
4 = slightly agree
1 = strongly disagree
5 - somewhat agree
2 = somewhat disagree
6= strongly agree
3= slightly disagree
64. I often feel like I’m on the outside looking in
when it comes to friendships

1

2

3

4

5

6

65. I sometimes feel as if I have done all there is
To do in life

1

2

3

4

5

6

66. Many days I wake up feeling discouraged
about how I have lived my life

1

2

3

4

5

6

67. I am not the kind of person who gives in to
Social pressures to think or act in certain ways.

1

2

3

4

5

6

68. My efforts to find the kinds of activities and
Relationships that I need have been quite
successful

1

2

3

4

5

6

69. I enjoy seeing how my views have changed
and matured over the years

1

2

3

4

5

6

70. I know that I can trust my friends, and they
know they can trust me

1

2

3

4

5

6

71. My aims in life have been more a source
of satisfaction than frustration to me

1

2

3

4

5

6

72. The past had its ups and downs, but in
general, I wouldn’t want to change it

1

2

3

4

5

6

73. I am concerned about how other people
evaluate the choices I have made in my life.

1

2

3

4

5

6

74. I have difficulty arranging my life in a way
that is satisfying to me

1

2

3

4

5

6

75. I gave up trying to make big improvements
or changes in my life a long time ago

1

2

3

4

5

6

76. I find it difficult to really open up when I talk
with others

1

2

3

4

5

6

77. I find it satisfying to think about what I have
accomplished in life

1

2

3

4

5

6

78. When I compare myself to friends and
acquaintances, it makes me feel good
about who I am

1

2

3

4

5

6
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Please respond to each of the following items by circling the number that most closely corresponds to
what you believe is accurate for you, on a scale ranging from (1) strongly disagree to (6) strongly
agree.
4 = slightly agree
1 = strongly disagree
5 = somewhat agree
2 = somewhat disagree
6= strongly agree
3= slightly disagree
79. I judge myself by what I think is important,
not by the values of what others think
is important

1

2

3

4

5

6

80. I have been able to build a home and a
lifestyle for myself that is much to my
liking

1

2

3

4

5

6

81. There is truth to the saying that you can’t
teach an old dog new tricks

1

2

3

4

5

6

82. My friends and I sympathize with each others’
problems

1

2

3

4

5

6

83. In the final analysis, I’m not so sure that my
Life adds up to much

1

2

3

4

5

6

84. Everyone has their weaknesses, but I seem
to have more than my share

1

2

3

4

5

6

85. In general, I feel I am in charge of the situation
in which I live.

1

2

3

4

5

6

Appendix F
Informed Consent Form

Childhood Experiences and Current Adjustment in College Students
I am volunteering to participate as a subject in this study. I understand that the
purpose of the study is to investigate the impact of early childhood experiences and
childhood family environment on later adjustment in college students. I understand that I
will be asked to complete a paper and pencil questionnaire which will include questions
about any childhood stressors (family death, major illness, natural disaster, physical abuse or
assault, sexual abuse or assault) I may have experienced. I will also be asked questions
about my psychological health, drug use, how I feel about myself and to what I attribute
some of the events in my life. I am aware that some of the questions will be personal and
while I may feel uncomfortable, they represent minimal risk to me.
I understand my name will NOT be included on the survey itself and that my
ANONYMITY WILL BE MAINTAINED AT ALL TIMES. I also understand that my
participation in this study is voluntary, that all my questions will be answered, that I may
refuse to answer any questions at any time, and that I may withdraw from the study at any
time without penalty. This questionnaire will take 60-90 minutes to complete.
I understand that all information collected in this study will be treated as
anonymous, with no details released to anyone outside the research staff, and that the data
will be reported in summary form. I understand that I may derive no specific benefit from
participation in this study, except perhaps from feeling that I have contributed to the
development of knowledge about childhood experiences and how they may affect later
adjustment. I hereby allow this research project to publish the results of the study in which I
am participating. These results will be reported in group form only.
This study has been approved by CSUSB’s Department of Psychology Institutional
Review Board and is being conducted by Faith H. McClure, Ph.D., & M. Jean Peacock,
Ph.D., Psychology Department, California State University, San Bernardino, (909) 8805598./880-5579 I may contact Professors McClure or Peacock at any time with my
questions, comments, or concerns. If I have any further questions, comments, or concerns
about the study or the informed consent process, I may also contact the CSUSB Human
Subjects Institutional Review Board through the Office of the Dean of Graduate Studies,
AD 128, (909) 880-5027.
By placing an “X” on the line below I am acknowledging that I freely consent to
participate and that I am at least 18 years old.
Place Check Mark here
Date
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Appendix G
Debriefing Form

Thank you for participating in this study. As indicated in the informed consent form, the
purpose of the study is to examine the relationship between childhood experiences, family
environment, assumptions people have about themselves and events in their life, and current
adjustment. It is hoped that the results of this study will help us gain an increased
understanding of how these variables are related. We are, in particular, interested how they
either increase or decrease the likelihood of good functioning in adulthood.. We are also
interested in finding out if childhood experiences and their impact differ in men and women
and in people of different ethnic backgrounds.
If you have had a stressful childhood experience and would like to talk to a counselor or join
a support group, there are several available local resources. These include CSUSB’s
Student Counseling Center (housed in the Health Center, 880-5040), the Psychology
Department’s Community Counseling Center (housed in the trailers on the north side of
campus, 880-5569), San Bernardino County’s Department of Mental Health (387-7053) and
Riverside County’s Department of Mental Health (358-4500). Information about local
support groups may also be obtained from the California Self-Help Center, toll free (800)
222-link.
The results of this project will be available Spring 2001. If you have any questions about
this research project or would like to find out what the results are when completed, please
contact:
Faith H. McClure, Ph.D.
Phone: 880-5598

CSUSB, Psychology Dept (Jack Brown 238)

OR
M. Jean Peacock
Phone: 880-5579

CSUSB, Psychology Dept (Jack Brown 224)

Thank you.
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Appendix H
Histograms of Variable Distributions
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Spending Behavior Measure
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Somatization Scale
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